and by 216 days of age she was weaned to room air. Throughout her illness she showed no abnormal neurological signs or evidence of intraventricular haemorrhage. She is now 11 months' old and has normal social and visual skills. Her motor development is mildly delayed due to her prolonged hospital admission.
Discussion
Many complications of intravenous feeding have been described, particularly in association with the use of long silastic centrally sited venous lines.
Bellini et al.' described cases ofinfection, thrombosis and hydrothorax in a series of 60 children, whose ages ranged from 1 day to 12 years, who had received total parenteral nutrition via a central line; 23% of the children developed these serious complications. Kelly et al.2 described a child in whom a long line was placed into the inferior vena cava and who died 9 days later; post-mortem examination showed the catheter tip had entered an ascending lumbar vein with subsequent formation of a large retroplacental abscess communicating with the epidural space. Steward et al.3 described 4 cases of communicating hydrocephalus as a complication of using both jugular veins for catheter insertion for total parenteral nutrition. Cardiac complications such as intracardiac thrombi have been diagnosed by echocardiography by Mahony et al.4 and the arrythmias caused by the tip of the catheter interfering with the conduction network by Brady & Weinberg5.
We attribute this child's severe lung disease to Vamin and Intralipid being infused directly into the lung parenchyma. In this case the catheter tip had migrated from the right atrium and hence into the pulmonary vein, presumably due to uncoiling of the excess length of catheter present in the right atrium initially.
From our experience with this case and a review of the literature, the best position for the tip of the catheter is in the lower part ofthe superior vena cava rather than the right atrium, as Shaw6 originally suggested. The catheter may still migrate, as demonstrated here, if there is any excess of line left within the patient's venous system. We therefore suggest that an X-ray 2-3 days after placement should be performed to confirm that the position has not changed.
Despite the severe chemical pneumonitis which developed, this child responded to vigorous treatment with intermittent positive pressure ventilation, antibiotics and diuretics. The value of dexamethasone is speculative, but considerable success with this drug has recently been reported in infants with severe bronchopulmonary dysplasia7'8. A case is reported of spontaneous rupture of an apparently primary sterile liver abscess, which was diagnosed at laparotomy and treated with drainage and antibiotic. This condition is rare and serious because of the delay in diagnosis. Recently, with the advent of ultrasound and computed tomography there has been improvement in the rate of early diagnosis of liver abscess as well as in prognosis.
Case report
An 85-year-old man from the west of Ireland was admitted to hospital complaining of epigastric pain, anorexia, malaise and abdominal distension. Nine years previously he had been treated for multiple myeloma with melphalan. On examination he had pyrexia, sweating, dehydration, epigastric tenderness and abdominal distension. Investigations showed haemoglobin 12.6 g/dl and leukocyte count 10 x 109/1; urea and electrolytes were within normal limits. Chest X-ray showed a small left pleural effusion and the plain abdominal X-ray was normal. The day after admission his temperature remained elevated, the epigastric tenderness had increased and the bowel sounds decreased. Laparotomy revealed a ruptured, multiloculated liver abscess situated anteriorly in the enlarged left lobe, with extensive tissue destruction. A culture swab was taken, the contents of the abscess evacuated and a biopsy taken from the abscess wall. Peritoneal lavage with noxy-0141-0768/86/ 090547-02/$02.00/0 @1986 The Royal Society of Medicine thiolin was performed and a Fuller-Elliot sump drain No. 30 inserted in the cavity with omentum wrapped around it. A broad-spectrum antibiotic (cephalosporin' one gram intravenously) was given intraoperatively and postoperatively for four days.
The culture swab showed no growth either aerobically or anaerobically. The histopathology report was as follows: 'Purulent material surrounded by liver cells with a wall of fibrous material intervening. PAS stain failed to reveal amoebae and gram stain for bacteria was negative. No caseation encountered. Diagnosis: acute hepatic abscess. ' Postoperatively, liver enzymes and bilirubin were mildly elevated and serum albumin was 23 g/l. A serum complement fixation test for amoebiasis was negative, the ESR being 62 mm/h.
In the early postoperative period, the patient's left-sided pleural effusion increased. This was aspirated and 400 ml of straw-coloured sterile fluid removed; 10 ml radio-opaque dye (Dionosil) injected through the aspirating needle showed no communication with the liver or peritoneal cavity. Dye was also injected through the Fuller-Elliot sump drain and showed healing of the abscess without communication with the pleural cavity.
The patient was discharged three weeks later, fully recovered.
Discussion
Pyogenic liver abscess is found in about 1% of postmortem examinations2. The rarity of the condition and the nonspecific clinical presentation make the diagnosis difficult3. The mortality rate approaches 100% in untreated cases'.
The factors influencing the prognosis of pyogenic liver abscess are: early diagnosis and treatment5; the morphology of the abscess, i.e. single or multiple; the presence ofjaundice, hypoalbuminaemia and old age. Associated pulmonary or peritoneal complications are poor prognostic features6. In one series6 the mortality rate was 71% in patients with multiple abscesses, and 8% in patients with a single abscess, treated with antibiotics and surgical drainage. This is because in multiple abscesses it is difficult to locate and drain all the lesions6.
Multiple pyogenic liver abscesses are usually spread throughout the liver5'6, in contrast to the present case where there was a single, multiloculated, sterile abscess in the left lobe of the liver which ruptured spontaneously and was treated with drainage and antibiotic.
A clinical suspicion of liver abscess, aided by technetium scintiscan7, ultrasound8, or CT scan7'9, helps to lead to earlier diagnosis and more successful management of a frequently fatal condition.
Percutaneous catheter drainage has recently been recommended for the treatment of single or multiple liver abscesses10-12, using CT scan for diagnosis and sonography as a guide for drainage. However, laparotomy, drainage and antibiotics remain the treatment of choice in cases of spontaneous rupture of liver abscess with peritonitis'2"l3
